Among the primary mesenchymal tumors of the hypopharynx and larynx, lipomas are rare. Macroscopically, they often resemble a retention cyst or laryngeal nodule.
Introduction
Spindle cell lipomas (SCLs) represent a rare variant of lipoma. Microscopically, these tumors are composed of mature fat cells mixed with bland spindle cells, hyperchromatic round cells, and multinucleated giant cells. 1 Most SCLs originate in the subcutaneous tissue of the posterior neck and upper back. 1 In rare cases, these benign tumors arise in other head and neck mucosal sites, such as the buccal fat pad. 2 SCLs of the larynx are very rare. To the best of our knowledge, only 4 cases have been previously reported in the world literature. [3] [4] [5] [6] In this article, we describe a new case.
Case report
A 65-year-old man presented to Cardarelli Hospital with a 2-week history of hoarseness, choking spells, stridor, and dyspnea. He was a nonsmoker. An examination performed with fiberoptic laryngoscopy revealed laryngeal edema with a narrowing of the glottic space and a decrease in vocal fold mobility secondary to the presence of a large polyp of the left true vocal fold (figure 1, inset). The polyp had a wide pedicle and smooth surface, and it could be flipped into and out of the glottis.
A microlaryngoscopic excisional biopsy was performed without any complications. Histopathologic analysis identified the specimen as representing mesenchymal neoplasia with spindle cells in a fibrous stroma (figure 1). The specimen exhibited slight atypia and a low mitotic rate, and it resembled a fibroma or fibroepithelial polyp. The spindle cells were negative on immunohistochemical staining with S-100 protein, actin, and cytokeratin.
A second laryngoscopy was performed, and a new biopsy specimen was obtained. Histology confirmed the findings of the previous examination. However, a definitive diagnosis was referred until we could examine the entire surgical specimen.
We obtained informed consent to perform surgical removal of the polyp via a conservative approach. Grossly, the polyp was circumscribed but not encapsulated. Superficially, it was covered with pink mucosa. The cut surface was white-gray and fibrous.
At low magnification, the lesion appeared to be growing beneath a normal-looking mucosa. Histologically, the tumor exhibited a cellular area that contained bland spindle cells arranged in short bundles and separated by abundant dense collagen. In other areas, the specimen was hypocellular with a myxoid stroma and irregularly distributed spindle cells (figure 2, A). Because of the presence of a prevalent component of fibrous tissue, mature fat was evident only focally, which concealed the true lipomatous nature of the tumor. Immunoreactivity for CD34 was detected with the spindle cells ( figure 2, B) , while S-100 protein, actin, and cytokeratin were again negative. The final diagnosis was an SCL of the larynx.
Postoperatively, the patient's stridor and dyspnea disappeared. His postoperative course was uneventful, and at 2 years of follow-up he remained free of recurrence.
Discussion SCL was first described by Enzinger and Harvey in 1975. 7 This distinctive type of lipoma is characterized by replacement of mature fat by bundles of spindle cells and dense collagen. SCL probably represents a histologic spectrum of lipomatous tumors, including pleomorphic lipoma. SCL and pleomorphic lipoma are both benign tumors that can be cured with local excision.
Microscopically, SCLs are circumscribed, although not truly encapsulated. They are characterized by mature fatty tissue mixed with short fascicles of small spindle cells in a stroma that varies from fibrous to myxoid. Different proportions of these elements among different tumors confer to SCLs a variable macroscopic and microscopic appearance that can make the diagnosis difficult. 8, 9 Patients with an SCL of the larynx can be either asymptomatic or, as was our patient, experiencing associated stridor and dysphagia. 3 Clinically, an SCL may be confused with other benign or even malignant lesions. Two other reasons that the diagnosis can be difficult are (1) the involvement of the submucosa and (2) the presence of abundant fibrous stroma, which may obscure the presence of small areas of mature fat. Because the histologic features are so variable, depending on the relative amounts of fat and spindle cells, it may be difficult to diagnose SCL in a small biopsy sample; in such a case, it is necessary to excise the entire lesion and perform a careful morphologic observation.
The differential diagnosis of SCL includes a variety of benign and malignant tumors, including liposarcoma, hemangiopericytoma, neurilemmoma, neurofibroma, and nodular fasciitis. 7, 8 A key feature to the diagnosis of SCL is the demonstration of single or multiple (small clusters) mature fat cells alternating with bland, CD34-positive spindle cells arranged in characteristic parallel arrays and admixed with ropey collagen and a myxoid matrix.
In conclusion, SCL is a distinct benign lesion that rarely originates in mucosal sites such as the larynx. It can be cured with complete local excision. Because these tumors can grow beneath a normal-looking mucosa and because lipocytic components may be present only focally, the diagnosis of SCL can be difficult to make on the basis of biopsy studies. A combination of histologic features and immunoreactivity with CD34 is necessary to establish the diagnosis. 
